admission to the peripheral hospital, where chest radiography revealed gross cardiomegaly and pulmonary edema. Then she was admitted in NICVD.
On arrival, she was tachypneic and tachycardic with her liver palpable at 6 cm below the costal margin. The apex beat was displaced to the midaxillary line, and a right ventricular heave was readily palpable. Her jugular venous pressure was elevated to her ears, and auscultation revealed a prominent pulmonary component to her second heart sound and a pansystolic murmur of mitral regurgitation. There was evidence of crepitations in both lungs. She was treated with anti failure drugs.
Echocardiography revealed a large, homogeneous mass arising from the inter atrial septum and prolapsing into the left ventricle. The mass was seen to be almost completely obstructing the mitral orifice during diastole and occupying the entire atrium during systole .Gross mitral regurgitation was evident. After initial recovery from her heart failure she was The patient was then referred to Department of Cardiovascular and Thoracic surgery and was planned for excision of LA Myxoma.
Following sternotomy, routine cardiopulmonary bypass (CPB) was established through aortic and bi-caval cannulation. The heart was arrested using cold blood cardioplegia .
After cardioplegic arrest, the left atrium was opened. A large myxoma with its pedicle attached with inters atrial septum distorting the mitral valve and prolapsing into the left ventricle was found. The tumor together with the entire pedicle and its base in septum was excised keeping the septum intact. The mitral valve was found to be undamaged and the annulus not dilated. The rest of the heart was inspected for further tumors, the left atrial wall was closed directly, and the patient weaned from bypass uneventfully.
Over the next week, the child made an uneventful recovery with improved mitral valve function on echocardiography. Histological examination revealed the mass to be an atrial myxoma, with complete excision of the base.
Discussion:
The clinical manifestations can be divided into a triad of symptoms: obstructive, embolic or constitutional (Goodwin's triad). 2, 5 Two of the classic triad of symptoms commonly found in this condition was present in our case. First, obstruction to the outflow of the cardiac chambers, leading to intermittent cardiac failure, was present for at least 6 months. This is the most commonly reported symptom and could account for the postural dependence of syncope experienced in this group. Second, our patient experienced vague symptoms of malaise, anorexia, weight loss, and a "flu-like syndrome" also common in this condition. Fortunately, embolism, which can also occur in up to 50% of these children and have devastating sequelae, was not a feature. Echocardiography provides an accurate, noninvasive method of diagnosing these intracardiac masses at the bedside. The addition of transesophageal probes for use in the pediatric population adds further useful information regarding the site of attachment of these tumors and makes differentiation from thrombus more reliable. Although these tumors are histologically benign and not known to invade beyond the subendocardial layers, anecdotal reports of "malignant behavior" in these tumors mandates full-thickness excision of the base of the tumor and surrounding myocardium. The usual origin of the stalk of the tumor in our patient from the inter atrial septum makes it easy to define the extent of endocardial resection, because recurrences have been reported to occur more commonly in "extraseptal" myxomas. 1 In contrast to the situation in adults, rhabdomyomas, fibromas, and teratomas are more common in children than myxomas. 2 The first successful removal of a myxoma in an infant was in 1967. 3 With advances in extracorporeal technology, a complete cure can be expected in most of these cases, in contrast to the prebypass era. 4 Hemodynamic collapse and systemic or pulmonary embolization from these masses are dangers during operations on these children.
The paucity of similar reports could be attributed to the rarity of the condition in this age group, together with the delays inherent in diagnosis. Due to the smaller hearts and the rapid rate of growth of most tissues in children, these tumors may prove fatal much earlier in the course of their natural history.
The treatment is surgical and should not be deferred even in asymptomatic patients because of the embolic tendency and haemodynamic instability mainly due to valvular compromise causing sudden death. 1, 5, 9 
